The purpose of this paper is to describe the effectiveness of a lifestyle intervention on diet, physical activity, and socio-cognitive outcomes among South Asians who are at high risk for type 2 diabetes living in the Netherlands.
Major comments
This paper would make a much stronger contribution to the literature if it included a well-developed conceptual framework related to intervention development and factors related to behavior change in South Asians, a more sophisticated description of potential motivators of behavior change in South Asians, and greater details about process evaluation measures. These factors could help the audience understand where gaps might have existed in the intervention delivery, acceptance, and targeted behaviors and sociocognitive features. At this stage, there is a growing body of evidence that culturally adapted lifestyle interventions among South Asians migrants in the West have resulted in only very modest or insignificant changes in clinically relevant outcomes and behaviors. The authors needs to strengthen their rationale for why their findings are impactful and what we can learn from these findings. 
Introduction
Would be helpful to have more detail about what "deep" structures of culture the intervention addressed and how these deep structures related to the socio-cognitive outcomes measures. Even though the authors state they have described this before, it is important context for the current paper.
Did any of the formative work point to acculturation, stress, or discrimination and factors that influence behavior and behavior change? These have been found to be important in other immigrant groups and also South Asians in other Western countries.
Methods
What language was the intervention developed in? Was there cultural and linguistic concordance between the dieticians and the participants?
Outcomes
Conceptual framework underdeveloped: sociocognitive factors are based on a Western model of health behavior change. Why did the research team focus on causal beliefs, perceived control, social support and self-efficacy? These are heavily influenced by Western attitudes to individual behavior change and ignore the collective nature of many cultures.
In addition, there is no discussion of how the intervention components and counseling addressed these specific factors: causal beliefs, perceived control, social support and self-efficacy. Did the intervention address these specifically and if so, which components of the intervention were aimed at changing these sociocognitive factors? Table 1 . We have no information on migration status, number of years in Netherlands, and language of participants. Also, do they have information on income?
Analysis/Results
Confidence intervals have superseded p-values and these should be presented in the primary analysis and tables. Table 2 and 3 should be simplified-they are hard to read and confusing because 2 time points and so many rows. I would suggest moving baseline values of the main outcomes of interest to Table 1 and removing p-values in Table 1.   Tables 2 and 3 , can simply present the change in outcomes by intervention group at each time point.
Discussion
Discussion needs to be more robust. Authors could provide a more detailed discussion of immigration factors unique to South Asians in Netherlands, such as acculturation, language, and discrimination and how these may play a role in health and health behavior change.
Authors should consider and discuss if using a more communityengaged approach throughout the research process and during the trial would have resulted in better outcomes. Was the community engaged in this process in any way? The high dropout suggests that the intervention had very limited reach and may not have been culturally acceptable. Community involvement could help some of these issues. 
GENERAL COMMENTS
The PLOS One publication described much of the study details repeated here, and showed null outcomes in bio parameters such as weight gain. The article is focused on potential mediators such as lifestyle change. The analysis approach is not optimal for several reasons. One reason is substantial loss to followup, most likely nonignorable. Such loss might be associated with the rigor of the life change plan and not completely at random --I.e., an extreme value of the negative change parameter described in the findings. What is needed is an analysis plan appropriate for an "encouragement" design where participants can be encouraged to engage in an intervention, but he tx is not "administered"'as in a placebo versus active vaccine. In addition, the response variable focus on change from baseline may undercut validity of estimates because unreliability of baseline confounds unreliability of followup assays. In sum, an admirable explication of some of the processes that account for why the intervention did not achieve its primary goals. More qualitative than quantitative, and the result is useful for those who wish examples to fill in details already covered as generalities in the Sohal et al. (2015) Did any of the formative work point to acculturation, stress, or discrimination and factors that influence behavior and behavior change? These have been found to be important in other immigrant groups and also South Asians in other Western countries.
Reaction: We are indeed aware of literature pointing at the importance of acculturative stress and discrimination for the health of South Asian population. In our formative work for the present study, this appeared not to be a very important factor in relation to type 2 diabetes and the underlying behaviours. The limited role of discrimination has been confirmed in a recent paper published by our group in relation to the increased risk of metabolic syndrome in South Asian immigrants (Ikram et al. Psychosomatic Medicine 2016). However, the individual dietary counselling with the motivational interviewing technique could address these issue if important for the individual"s behavior. We have added a comment to the methods section (p.8). Additionally, the intervention addressed stress due to social pressure through the involvement of family.

Methods
What language was the intervention developed in? Was there cultural and linguistic concordance between the dieticians and the participants? In addition, there is no discussion of how the intervention components and counseling addressed these specific factors: causal beliefs, perceived control, social support and self-efficacy. Did the intervention address these specifically and if so, which components of the intervention were aimed at changing these socio-cognitive factors? Confidence intervals have superseded p-values and these should be presented in the primary analysis and tables.
Reaction: The intervention was developed in the Dutch language. South Asian Surinamese do have a good proficiency in Dutch (as Suriname is a former colony of the Netherlands). This is further illustrated -as now mentioned in the methods-by the finding that only two opted to be interviewed in
Reaction: We have removed the p-values from Table 1. Where relevant, we have also changed the reporting from mean (SE) to mean (95%-confidence interval).
Table 2 and 3 should be simplified-they are hard to read and confusing because 2 time points and so many rows. I would suggest moving baseline values of the main outcomes of interest to Table 1 and removing p-values in Table 1.  Tables 2 and 3 , can simply present the change in outcomes by intervention group at each time point. Table 1 to simplify Tables 2 and 3 . Changes in means are now reported with 95%-confidence intervals.
Reaction: As suggested, we have moved the baseline values to
Discussion Discussion needs to be more robust. Authors could provide a more detailed discussion of immigration factors unique to South Asians in Netherlands, such as acculturation, language, and discrimination and how these may play a role in health and health behavior change.
Reaction: As requested, we have detailed the discussion. As indicated in our reply to a previous point, discrimination and acculturative stress does not seem to be very important in shaping the behaviours underlying the risk of diabetes mellitus. We did, however, extended information on the background of the South Asian Surinamese population in the Netherlands in order for the reader to judge the generalizability of the results and to be better equipped to interpret the outcome (Introduction p. 5, and discussion p. 23).
Authors should consider and discuss if using a more community-engaged approach throughout the research process and during the trial would have resulted in better outcomes. Was the community engaged in this process in any way? The high dropout suggests that the intervention had very limited reach and may not have been culturally acceptable. Community involvement could help some of these issues. (e.g. Nierkens et al. Nicotine Tob Res. 2013; 15:112-20. ) .
Reaction:
We extended the recruitment period of the trial [Changes were reported in Vlaar et al. 2012, and referred C. Figure 1 : can you please show the n lost to follow-up and missing data by study arm instead of aggregated?
